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EMPLOYER DETAILS

Name of Employer
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Language Sub Table
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MEDICAL DETAILS

Please complete all questions in full as non-disclosure of relevant information could prejudice any future claims
by you and/or your dependants.

Height Weight Smoker/ Non-Smoker

2. Are you or any of your dependants currently undergoing any medical treatment?
3. Have you or any of your dependants ever experienced, or received treatment in the last 12 months, or anticipate
treatment for the following conditions? Please mark where appropriate.
a. Heart Heart attack, Angina, Coronary artery bypass graft, High Blood
Pressure, Heart Valve problems or replacement, heart failure,
chest pains, history of heart disease

b. Lungs Asthma, Emphysema, TB, Cancer
c. Nervous System Stroke, degenerative diseases, multiple sclerosis, paralysis
d. Gynaecological Cancer, abnormal bleeding, pregnancy, hysterectomy, ovary

or cervical problems
e. Bones, Muscles, Joints  Arthritis, gout, back problems, degenerative muscle conditions,
birth defects, joint replacements, osteoporosis

f. Ear, Nose, Throat Allergies, broken nose needing operation, grommets, tonsils,
snoring, sleep apnea, deafness

g. Eyes Birth defects, glaucoma, retinitis pigmentosa, keraoconus, poor
vision, anticipated laser surgery

h. Abdomen Ulcer, heartburn, spastic colon, cancer, pancreatitis, gallstones,
other operations

i. Kidney or Bladder Infections, stones, cancer, bilharzia

j- Emotional Anxiety, depression, alcoholism, drug dependence, eating
disorders, other mental disorders

k. Skin Eczema, psoriasis, acne

|. Glandular or Hormonal Over/under active thyroid, female hormone replacement, diabetes

m. Infections STD'’s, Hepatitis, AIDS, HIV

n. Teeth Braces, crowns, gum disease, implants

4. Are you or any of your dependants expecting to undergo any medical treatment
(e.g. Hospitalisation, Operation, specialised Dentistry, etc.) in the next 12 months?
5. Are any of the proposed members currently pregnant?

6. Do you or any of your dependents have a condition that requires ongoing medication?
7. Have you or any of your dependants ever received any medical treatment for conditions
not mentioned above?

If any of the above questions have been answered with a YES, please supply details below. If not. enough space,
please use an additional page.

No. Name Details of condition Date of Treatment Degree of Recovery




BANK DETAILS
Contribution Debit Order Payments and Claim Electronic Funds Transfer

Name of Account holder Core Contribution 5
Account Number Other Options

Name of Bank
Branch Code
Account Type

Account holder Signature

PP PPy

Total Contribution

DECLARATION

1.

10.
1.
12.

I, the undersigned, hereby apply for membership of Protea Medical Aid Society ("the Scheme") and agree
that all answers and information contained in this application completed by me or any other person/s will be
the basis of the proposed agreement.

| warrant that the contents of this application are true, correct and complete. No cover will be granted unless
the Scheme specifically notifies me in writing of the acceptance of the risk, or on a receipt of a
valid membership card.

Failure to comply with any of the terms and conditions of the agreement shall render the agreement
null and void.

| agree to familiarize myself with, and abide by the rules of the Scheme as amended from time to time and
authorize the deduction from my bank account, by debit order or otherwise, by the Scheme of any monies
owing to the Scheme where applicable.

| understand that the Scheme will not be responsible for any pre-existing conditions, unless the
details are fully disclosed.

| undertake to notify the Scheme in the event that any alteration in the circumstances on which the assessment
of their risk is based, occurs between the date of this application and the date of the acceptance of the risk.
| irrevocably give my consent to any medical practitioner, who may posses or may come into possession of
any information regarding my health and that of my dependants, to disclose this information to the Scheme's
Medical Officer on the understanding that this information is strictly confidential.

I (the member) acknowledge that it is my sole responsibility as a member to ensure that the monthly premium
is received by the Scheme.

In the event that | elect to contribute to the Personal Medical Savings Account | acknowledge that | may
receive a maximum benefit equivalent to my cumulative contributions to this account less cumulative claims
paid from this account. In the event that | receive benefits in excess of my contributions at any stage during
a calendar year, | agree that this excess benefit will be deemed to be a debit against future contributions to
the Personal Medical Savings Account. Any debit balance on this account may be considered due and payable
to the Society as at the date on which | change to another Plan in the Society or terminate my membership
of the Society, whether tendered formally or by default.

| agree that the co-payment on Chronic medication, in terms of the Accumulator Chronic Medicine Benefit
only, be debited monthly with my contributions.

| hereby indemnify and hold harmless the Scheme and Administrator against any and/or claims that may
result due to the use of preferred providers.

| agree that | may apply to change from one package to another, by completing the prescribed form before
the end of September each year for inception 1 January the following year, subject to committee approval.

| declare that | have disclosed all particulars relevant to this application and that | am aware that any false statement
or non-disclosure of information will relieve the Scheme from any liability and subject my membership
to immediate cancellation.

Members Signature

Employers Signature or Stamp

Brokerage Name or Broker Name

Broker Signature

Date

Date

Broker Code

Date / /




